Abstract From 1976 to 1982 five patients undergoing haemodialysis at Oxford Renal Unit suffered serious complications from acquired cystic disease of the kidney and two died as a direct result. Clinical features seen were pain, haematuria, palpable renal enlargement, massive haemorrhage, resolution of anaemia, and metastatic malignancy. The clinical histories emphasise the features of a disease that is likely to assume increasing importance in patients undergoing haemodialysis.
Introduction
Cystic degeneration of kidneys in patients with end stage renal failure was first reported in 14 of a postmortem series of 30 patients undergoing haemodialysis' and is now agreed to be common. 2 7 Cysts are multiple and may occur throughout both kidneys, which may remain small or become massively enlarged. Tumours may be associated with these cystic changes and usually take the form of papillary, tubular, or solid adenocarcinoma.1 Both the incidence and extent of cystic change rise with duration of dialysis and since large numbers of patients undergoing haemodialysis are living longer, the disease will become important in their management.
We report five cases of serious complications from acquired cystic disease of the kidney in patients undergoing haemodialysis.
Case histories
Case 1-A 37 year old garage proprietor began dialysis treatment six months after he developed malignant hypertension. Intravenous urography showed small smooth kidneys, and biopsy was not performed. For areas (fig 4) .
Discussion
Survival while undergoing maintenance dialysis has increased the importance of many complications of chronic renal failure and created a new set of diseases such as accelerated atheroma, renal osteodystrophy, and aluminium toxicity in patients undergoing dialysis. Acquired cystic disease of the kidney is another such complication which has received comparatively little attention though important clinical problems may result.
AETIOLOGY
The aetiology of acquired cystic disease of the kidney is unknown, though theories based on cyst production in animals are interesting. Hepler8 produced cysts in rabbits with a combination of ischaemia produced by ligation of segmental arteries and obstruction by papillary cauterisation.8 Severe arterial disease is seen in kidneys of patients with end stage renal failure,9 which may cause ischaemia, and tubular obstruction may occur by oxalate crystals or fibrosis.1 Microdissection has shown continuity between cysts and tubules.5 In rats cystic disease can be induced by feeding certain diphenyl compounds,0-12 and it has been suggested that the accumulation of similar substances in patients undergoing haemodialysis might cause acquired cystic disease of the kidney." In view of the association between acquired cystic disease and renal tumours this hypothesis is made particularly attractive by microdissection studies on rats fed nordihydroguaiaretic acid,"
indicating that cystic change is consequent on focal cellular hyperplasia in the outer medullary segment of the collecting duct. This hypothesis has not been investigated in man, and there are no studies of the incidence of acquired cystic disease in patients undergoing continuous ambulatory peritoneal dialysis or in transplant recipients after a short spell of haemodialysis when exposure to "uraemic" toxins should be less. survive longer while undergoing dialysis it may become a greater problem, raising the question of whether it is justified to screen patients undergoing dialysis with a view to prophylactic nephrectomy. Computed tomography will show both cystic change and tumour formation and is probably the method of choice,22 23 though the changes can also be shown well by ultrasonography. In our patient the primary was clinically silent and a screening programme of asymptomatic patients undergoing dialysis would have been required to make the diagnosis before metastatic spread. As tumours may be bilateral and bilateral nephrectomy will seriously exacerbate anaemia assessment of malignant potential before nephrectomy is necessary. Size may be helpful and as this tumour is the largest we have seen in acquired cystic disease it might be argued that malignant spread was likely and death preventable by nephrectomy; screening of the older patients undergoing dialysis may therefore be justified.
We thank Dr S Golding, consultant radiologist who obtained the computed tomographic images in case 5.
